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Background Previous systematic reviews have concluded that
medical termination of pregnancy (TOP) performed by non-
doctor providers may be as effective and safe as when provided by
doctors. Medical treatment of incomplete miscarriage by non-
doctor providers and the treated women’s acceptance of non-
doctor providers of TOP has not previously been reviewed.

Objectives To review the effectiveness, safety, and acceptability of
first-trimester medical TOP, including medical treatment for
incomplete miscarriage, by trained non-doctor providers.

Search strategy and selection criteria A search strategy using
appropriate medical subject headings was developed. Electronic
databases (PubMed, Popline, Cochrane, CINAHL, Embase, and
ClinicalTrials.gov) were searched from inception through

April 2016. Randomised controlled trials and comparative
observational studies were included.

Data collection and analysis Meta-analyses were performed for
included randomised controlled trials regarding the outcomes of
effectiveness and acceptability to women. Certainty of evidence
was established using the GRADE approach assessing study

limitations, consistency of effect, imprecision, indirectness and
publication bias.

Main results Six papers were included. Medical TOP and medical
treatment of incomplete miscarriage is probably equally effective
when performed by non-doctor providers as when performed by
doctors (RR 1.00; 95% CI 0.99-1.01). Women’s acceptance,
reported as overall satisfaction with the allocated provider, is
probably equally high between groups (RR 1.00; 95% CI 1.00—
1.01).

Conclusion Medical TOP and medical treatment of incomplete
miscarriage provided by trained non-doctor providers is probably
equally as effective and acceptable to women as when provided by
doctors.

Keywords Incomplete abortion, medical termination of
pregnancy, midlevel providers, non-doctor providers, systematic
review.

Tweetable abstract Medical termination of pregnancy performed
by doctors and non-doctors can be equally effective and
acceptable

Please cite this paper as: Sjostrom S, Dragoman M, Fenhus MS, Ganatra B, Gemzell-Danielsson K. Effectiveness, safety, and acceptability of non-physician
provision of first-trimester medical termination of pregnancy performed by non-doctor providers: a systematic review. BJOG 2017;124:1928-1940.

Introduction

Unsafe termination of pregnancy (TOP) is the cause of
substantial maternal mortality and morbidity worldwide.
Factors such as legal restrictions and stigma aggravate esti-
mates, but around 25% of all pregnancies are assessed to
be terminated, and at least 22 800 preventable deaths occur
globally each year."?

The scarcity of healthcare providers is one of many
recognised barriers to safe TOP.? Legal regulations limiting
TOP provision to specialist doctors and a reluctance to
provide TOP among potential healthcare providers because
of stigma and fear of reprisals are among reasons that pro-
viders of TOP, and especially medical TOP, are limited in
higher as well as lower resource settings, even where TOP
is legal.* © Women’s preference of providers influence their
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care-seeking behaviour, and may therefore increase their
risk of undergoing unsafe procedures.” Acceptability,
womens’ ability to accept aspects of care, and satisfaction
with services are particularily important in settings where
women are at risk of unsafe TOP.®

Task shifting and sharing of medical services with
trained non-doctor providers has the potential to increase
access and decrease unsafe TOP, and it’s consequences.
Previous reviews have found that non-doctor provision of
TOP is efficacious and safe, but those reviews included
studies on surgical TOP and a limited number of studies
on medical TOP.”'" The World Health Organization
(WHO) has recently developed guidelines recommending
that medical TOP and treatment for incomplete miscar-
riage in the first trimester using recommended clinical
interventions (vacuum aspiration and medical TOP using
mifepristone and misoprostol, or misoprostol alone, as well
as medical treatment for incomplete miscarriage using
misoprostol) can be managed by trained auxiliary nurse
midwives, nurses, midwives, and associate clinicians.'*"
Treatment for incomplete miscarriage with misoprostol is
an acceptable alternative to surgical evacuation."* Medical
methods are especially feasible in settings with limited
healthcare facilities, but is often not offered because of legal
restrictions and a lack of knowledge and training among
existent providers.'>'®

There is growing evidence supporting that provision of
medical TOP and treatment of incomplete miscarriage by
trained non-doctor providers is as effective and safe as pro-
vision by doctors, as well as being cost-effective.'” The pro-
vision of either treatment involves similar skills in terms of
eligibility assessment, counselling, administration of medi-
cation, and assessment of completion. This study aims to
review the effectiveness, safety, and acceptability of non-
doctor provision of first-trimester medical TOP, including
medical treatment for incomplete miscarriage.

Methods

Inclusion criteria

The criteria for considering studies for review were defined
in terms of PICOs (participants, interventions, compar-
isons, outcomes, and study designs) questions. Participants
were pregnant women seeking medical TOP through
12 weeks of gestation or medical treatment for incomplete
miscarriage (including both miscarriage and TOP). The
intervention was medical TOP or medical treatment of
incomplete abortion provided by non-doctor providers
[auxiliary nurse midwives (ANMs), nurses, midwives, non-
conventional therapies doctors or associate clinicians].
Comparisons were medical TOP or medical treatment of
incomplete miscarriage provided by non-specialist and spe-
cialist doctors. The outcome measures were:

Midlevel provision of TOP: a systematic review

o effectiveness, measured as complete TOP without need
for additional surgical intervention following the proce-
dure;
e safety, measured as serious adverse events (need for hos-
pital admission, blood transfusion, or death);
e acceptability, measured as women’s overall satisfaction
with the provider or services provided, and whether women
would recommend the same treatment or provider to a
friend, or whether they would prefer the same type of pro-
vider in the case of a future termination of pregnancy.
Eligible study designs were randomised controlled trials
(RCTs) and comparative observational studies, including
cohort and case—control studies.

Search strategy

A search strategy was developed using relevant medical
subject headings (MeSH) and free-text words (tw) for each
of the study components and adapted to all included data-
bases. We combined search terms for provider types and
TOP generally, as well as specific tasks associated with the
process (Appendix S1). The databases PubMed, EMBASE,
CINAHL, POPLINE, Global Index Medicus, Cochrane
database, and ClinicalTrials.gov were searched from incep-
tion through July 2014 for all articles published in peer-
reviewed journals, and the search was updated using the
same search strategy in April 2016. There were no time or
language restrictions.

Data collection and analysis

Two authors (MD and SS) reviewed the titles and abstracts
and, when necessary, the full article to identify studies that
met the PICOs criteria. Reference lists from articles identi-
fied by the search, as well as other key reviews, were hand-
searched to identify additional papers. We also contacted
investigators with continuing trials identified on Clini-
calTrials.gov and other researchers in the field to seek
information on unpublished or continuing studies that
were unavailable through the electronic search.

We systematically and independently abstracted and
summarised the evidence (MD and SS) using standard
abstraction forms considering study characteristics, includ-
ing design, participants, intervention, outcome, and assess-
ment method. We (MD and SS) assessed the risk of bias in
individual studies based on the criteria outlined in the
Cochrane Handbook for Systematic Reviews of Interven-
tions."®

Results for our outcomes were pooled in meta-analyses
by one researcher (MSF) using REVMAN 5.3 (2014)."° The
measures of effect were pooled risk ratios (RRs) of the
outcomes. Data on the number of events and number of
participants assigned to each treatment group were meta-
analysed using Mantel-Haenszel random-effects models.'®
We performed intention to treat (ITT) and per protocol
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(PP) analysis, where possible. Two researchers (MSF and
AF) independently assessed the overall certainty of the
evidence using the GRADE (Grading of Recommenda-
tions-Assessment, Development and Evaluation) system
(GRADEpro Guideline Development Tool 2015). Five
factors were considered: 1) study limitations, 2) inconsis-
tency, 3) imprecision, 4) indirectness, and 5) publication
bias to determine the certainty of the evidence for each
outcome. The certainty of the evidence was classified in
four groups ranging from very low (any estimate of effect
is very uncertain) through low and moderate to high
(further research is very unlikely to change the confidence
in estimates).

This report is adapted from a review initiated as part of
the evidence syntheses for the WHO guideline on health
worker roles in safe abortion care and post-abortion contra-
ception, which considered different cadres of non-doctor
providers separately.'> For the purpose of this paper, we
synthesised research evidence for medical TOP provision
by all cadres of non-doctor providers compared with provi-
sion by doctors. This systematic review was conducted fol-
lowing the WHO principles for guideline development,*
and national experts in the field were consulted at WHO
regional meetings. The PRISMA (preferred reporting items
for systematic reviews and meta-analyses) criteria were also
considered.

Funding

SS’s and KGD’s work with the present substudy was sup-
ported financially by the Swedish research council (ref. no.
K213-54X-14212-12-5) and the Stockholm City County/
Karolinska Institutet (ALF). BG and MD were supported
by WHO. MSF was funded by the Norwegian Agency for
Development Cooperation (NORAD). The funding bodies
had no influence on study design or conducting the study.

Results

Search results

Our search yielded a total of 9425 citations, 8939 of which
were unique. Studies were excluded after screening the title
and abstract or the full-text article (n = 60), based on
study design, lacking a comparison group, or not assessing
the outcomes of interest. Five reports from four RCTs,*" *
and one report of a prospective cohort study,*®
inclusion criteria (Figure S1).

met our

Characteristics of the included studies

Three articles reported from low-income settings, in
Uganda and Nepal,”* ** one from a lower-middle income
setting, in India,?® one from a higher middle income set-
ting, in Mexico,”* and one study was conducted in the
high-income setting of Sweden.>”” One RCT included

ANMs and nurses,”! one RCT included nurse-midwives
(NMWs),%® and a third RCT included nurses,”* all com-
pared with doctors. The prospective cohort study from
India reported on the provision of medical abortion by
Ayurvedic doctors (non-conventional therapies doctors in
the Indian system of medicine) or nurses, compared with
doctors.”® The results from one RCT comparing midwife
treatment of incomplete miscarriage with treatment by
doctors were reported in two publications, covering effec-
tiveness and safety,”> and satisfaction and acceptability out-
comes,” respectively.

The specific medical TOP or medical treatment of
incomplete miscarriage regimens used differed across stud-
ies, but within each study all providers offered the same
treatment regimens. Three RCTs,*"**?* and one prospec-
tive cohort study,26 reported on treatment with combined
mifepristone and misoprostol regimens for induced TOP
with maximum gestational age of 63-70 days (mean 6.4—
7.6 weeks of gestation). One RCT used 600 micrograms of
oral misoprostol to treat incomplete miscarriage when uter-
ine size was assessed to be below 12 weeks of gestation
(mean 8.8 weeks of gestation) (Table 1).22%2 A summary of
outcome data is presented in Table S1.

Outcome measures

Effectiveness

All four included RCTs, and one prospective cohort
study,” defined effectiveness of medical TOP as complete
TOP without the need for vacuum aspiration. Clinical
assessment was the primary method for determining TOP
completion. In addition, one RCT reported on routine use
of low-sensitivity urine pregnancy testing,”> and one study
used abdominal ultrasound to confirm gestational length
and TOP completion.**

In our ITT analysis for the outcome of effectiveness,
three RCTs provided enough information to be included in
the analysis.***** Even though Klingberg-Allvin et al.*
reported results PP, we consider the same population num-
ber in both the ITT and PP analysis from this study, as the
population was only marginally different in the two groups.
Our meta-analysis show that effectiveness, measured as the
complete TOP rate, is probably equivalent between the
provider groups, as the effect estimate (RR 1.00, 95% CI
0.99-1.01) show no clinically significant difference with
very narrow confidence intervals (Figure 1, analysis A).
Subgroup analyses shows that complete TOP rates may be
similar between provider groups whether women are seek-
ing medical TOP or medical treatment of incomplete TOP.
The validity of the evidence is moderate (Table 2). These
findings were verified by the PP analysis carried out with
all four RCTs reporting on this outcome (RR 1.00, 95% CI
0.99-1.02) (Figure 1, analysis B).
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Analysis (A) Complete termination of pregnancy (TOP) ITT analysis

Non-physicians Physicians

Risk Ratio Risk Ratio

Study or Subgroup Events Total Events Total Weight M-H, Random, 95% CI M-H, Random, 95% CI
1.1.1 Medical termination of pregnancy

Olavarietta 2014 Mexico 425 434 443 450 4B.5% 0.99[0.98,1.01]

Warriner 2011 Nepal 504 518 494 514 29.6% 1.01 [0.99, 1.04] .
Subtotal (95% CI) 952 964 76.2% 1.00 [0.98, 1.02]

Total events 929 937

Heterogeneity: £* = 0.00 ¥* = 1.56,df = 1 (P=0.21); /* = 36%

Test for overall effect Z = 0.25 (P = 0.81)

1.1.2 Medical treatment for incomplete termination of pregnancy

Klingberg-Allvin 2014 Uganda 452 472 467 483 23.8% 0.99[0.97,1.02] L
Subtotal (95% CI) 472 483 23.8% 0.99 [0.97,1.02] [
Total events 452 467

Heterogeneity: Not applicable

Test for overall effect Z = 0.75 (F = 0.45)

Total (95% CI) 1424 1447 100.0% 1.00 [0.99, 1.01]

Total events 1381 1404
Heterogeneity. £ =0.00; x*=201,df=2(P=037),F=1%
Test for overall effect Z=0.18 (£ = 0.86)

Test for subaroun differences: ¥*=057.d1=1(P=045.7=0%

Analysis (B) Complete termination of pregnancy (TOP) PP analysis

Non-physicians  Physicians

I 4 i 94
T 1

0.2 0.5 1 2 5
Favours physicians Favours non-physicians

Risk Ratio Risk Ratio

Study or Subgroup Events Total Events Total Weight M-H, Random, 95% CI M-H, Random, 95% CI
1.2.1 Medical termination of pregnancy

Kopp Kallner 2014 Sweden 476 481 445 457 29.6% 1.02[1.00,1.03] -
Olavarietta 2014 Mexico 386 385 401 406 281% 0.99 [0.97,1.01] L
Warriner 2011 Nepal 490 504 455 472 224% 1.01[0.99,1.03) "
Subtotal (95% CI) 1380 1335 80.2% 1.00 [0.99, 1.02]

Total events 1352 1301

Heterogeneity: 2= 0.00; %¥*=438,df=2(P =0.11);/* =54%

Test for overall effect Z = 0.54 (P = 0.59)

1.2.2 Medical treatment for incomplete termination of pregnancy

Klingberg-Allvin 2014 Uganda 452 472 467 483 19.8% 0.99 [0.97,1.02) by
Subtotal (95% Cl) 472 483 19.8% 0.99 [0.97,1.02] {
Total events 452 467

Heterogeneity. Not applicable

Test for overall effect. Z = 0.75 (P = 0.45)

Total (95% CI) 1852 1818 100.0% 1.00 [0.99, 1.02]

Total events 1804 1768
Heterogeneity: 72=0.00;, x*=541df=3(P = 0.14),/* =45%
Test for overall effect Z=0.25 (P = 0.80)

Test for subaroun differences: ¥* = 0.85. df =1 (P = 0.36)./7 = 0%

Figure 1. Meta-analysis of effectiveness.

Safety

Across all studies, only one serious adverse event was
recorded: one woman was hospitalised for heavy bleeding
and underwent surgical TOP without further complications
(Table S1).** As a result of rarity of recorded events, meta-
analysis and assessment of validity of the evidence was not
performed; studies were not powered to detect differences
in safety according to provider. Only one RCT clearly
defined safety outcomes in the trial: need for hospitalisa-
tion or blood transfusion.”> Another RCT stated that all
adverse and serious adverse events were recorded and anal-
ysed to allow for safety reporting, but did not specify which
events were considered.”* The prospective cohort study

I 1 1 1
T 1

0.2 05 1 2 5
Favours physicians Favours non-physicians

defined serious adverse events as haemorrhage requiring
blood transfusion and/or need for hospitalisation, but did
not clearly state what measures were considered when
reporting on safety. This study reported that no women
had serious complications or required blood transfusion or
hospitalisation.”® The rest of the RCTs did not make a clear
definition of serious adverse events.

Acceptability

Three RCTs provided enough information to be included
in the ITT analyses for the outcome of acceptability/satis-
faction with treatment and/or service outcomes.”> >
Cleeve et al.”> reported PP analysis only, but we report
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the same population number in both ITT and PP analyses
from this study because the population was only margin-
ally different in the two cases. The meta-analyses report
on women’s acceptance of the allocated treatment and/or
provider in terms of whether women would recommend
the same treatment or provider to a friend, or whether
they would prefer the same type of provider in case of a
future TOP. These statements were considered to similarly
assess the woman’s acceptance of the procedure/provider,
as it is unlikely that you would recommend a treatment
to a friend that you would not undergo yourself. Our
meta-analysis show that the result is probably equivalent
between provider groups, as the effect estimate shows no
clinically significant difference, with a narrow confidence
interval (RR 1.00, 95% CI 0.99-1.01; Figure 2, analysis A).
The validity of the evidence is moderate (Table 2). We
are uncertain if the PP analysis can verify the findings by
the ITT analysis for this outcome because the validity of
the evidence was assessed as very low (Figure 2, analysis
B).

Two RCTs reported on overall satisfaction.”»** Our ITT
meta-analysis show that women are probably equally satis-
fied ‘all in all’ with the provider, regardless of provider
allocation (RR 1.00, 95% CI 1.00-1.01; Figure 2, analysis
C). The validity of evidence is moderate (Table 2). As there
was only one study with enough information provided,”’
we did not perform a PP analysis for this outcome, also
this study was already included in the ITT analysis and the
population was only marginally different in the two cases
of analyses provided by the study authors.

The prospective cohort study also reported on satisfac-
tion. At recruitment, a 0.5% refusal rate of the assigned
provider was registered; however, at the time of exit inter-
views satisfaction with the assigned provider was high (98—
99%). Almost all women in this study stated that they
would undergo treatment from the same provider type
again.”® Two articles did not report any outcomes on
acceptability or satisfaction.?"**

Discussion

Quality of evidence

An assessment of the risk of bias in the RCTs showed that
there was no selection bias (sequence generation and allo-
cation concealment) in the included RCTs. There was risk
of performance bias as well as detection bias in all studies,
as participants were not blinded to provider type, and there
was no report of the blinding of outcome assessors. Attri-
tion bias, or incomplete outcome data, was adequately
addressed in four reports (three RCTs).'** Whether there
was selective reporting bias (analyses with statistically sig-
nificant results are more likely to be reported than non-sig-
nificant results) was unclear for all RCTs (Table S2A). Risk

Midlevel provision of TOP: a systematic review

of bias in the included prospective cohort study was found
to be low (Table S2B).%°

The validity of the evidence was assessed using the
GRADE tool and ranged from very low to moderate
(Table 2).%® For the outcomes where we assessed the qual-
ity of evidence as moderate, the main reason for down-
grading was the unclear risk of bias in the included studies.
The downgrading of the outcome where the quality of evi-
dence was assessed as very low was for unclear risk of bias
of included studies, very high heterogeneity, and impreci-
sion (wide 95% CI of the effect estimate that crossed the
line of no effect).

Main findings

We conclude that medical TOP and medical treatment of
incomplete miscarriage performed by trained non-doctor
providers in the first trimester is probably as effective as
treatment provided by doctors. We also conclude that
women are probably equally satisfied with their provider
regardless of who treats or manages their medical TOP.

Strengths and limitations

Despite the limited number of included studies, this is the
largest systematic review of the provision of first-trimester
medical TOP by non-doctor providers (ANMs, nurses,
midwives, and non-conventional therapies doctors), com-
pared with doctors, and also the first to include the medi-
cal management of incomplete miscarriage. In addition,
this is the first systematic review to report on women’s
acceptance of provider and services, and women’s overall
acceptance in terms of satisfaction with medical treatment
for early TOP and incomplete miscarriage.

The generalisability of our findings may be low. Included
studies were conducted in diverse settings and evaluated
treatment of different populations of women (total
n = 5823) from Nepal, Sweden, Mexico, Uganda, and
India. The number of included providers varied between
studies (non-doctors, n = 69; doctors, n = 79), and the
variability in training and prior professional experience was
high. Although medical TOP is considered a relatively safe
procedure, the included studies were not powered to report
on significant differences regarding serious adverse events.
We can therefore not conclude whether the safety is equal,
higher, or lower between the two groups of medical TOP
providers. Also, the definitions of adverse events, serious
adverse events, and the measurement of safety were unclear
in several studies.

Interpretation

Our findings on effectiveness, defined as complete TOP
without surgical intervention, when non-doctors provided
medical TOP are consistent with findings of previously

published systematic reviews.”'' The previous reviews

© 2017 World Health Organization; licensed by John Wiley & Sons Ltd on behalf of Royal College of Obstetricians and Gynaecologists.
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Analysis (A) Acceptability “Would you recommend the treatment/provider to a friend (YES)? Would you
prefer the same provider of future procedures of termination of pregnancy (YES and INDIFFERENT)?” ITT

analysis
Non-physicians  Physicians Risk Ratio Risk Ratio
Study or Subgroup Events  Total Events Total Weight M-H, Random, 95% Cl M_-H, Random, 95% CI
1.3.1 Medical termination of pregnancy
Olavarietta 2014 Mexico 427 434 444 450 44.2% 1.00[0.98, 1.01]
Subtotal (95% CI) 434 450 44.2% 1.00 [0.98, 1.01]
Total events 427 444

Heterogeneity: Not applicable
Testfor overall effect Z= 0.34 (P=0.73)

1.3.2 Medical treatment for incomplete termination of pregnancy

Cleeve 2016 Uganda 465 472 477 482 558% 1.00[0.88, 1.01] =]

Subtotal (95% CI) 472 482 55.8% 1.00 [0.98, 1.01]

Total events 465 477

Heterogeneity. Not applicable

Test for owerall effect Z= 062 (P = 0.54)

Total (95% CI) 906 932 100.0% 1.00 [0.99, 1.01]

Total events 292 an

Heterogeneity. ©*= 0.00; *=0.02,df=1(P=0.88);*=0% L t t i
Test for overall effect Z= 069 (P=0.49) 0.2 05 1 2 5
Testfor subgroup differences: «*= 0.02,df=1 (P=0.88)./7= 0% Favours physicians Favours non-physicians

Analysis (B) Acceptability “Would you recommend the treatment/provider to a friend (YES)? Would you
prefer the same provider of future procedures of termination of pregnancy (YES and INDIFFERENT)?” PP

analysis
Non-physicians  Physicians Risk Ratio Risk Ratio
Study or Subgroup Events Total Events Total Weight M-H, Random, 95% CI M-H, Random, 95% CI
1.4.1 Medical termination of pregnancy
Kopp Kallner 2014 Sweden an 534 332 533 48.9% 1.42[1.32,1.52] =
Subtotal (95% CI) 534 533  49.9% 1.42[1.32,1.52] L 2
Total events amn 332

Heterogeneity: Not applicable
Test for overall effect Z= 9,34 (P < 0.00001)

1.4.2 Medical treatment for incomplete termination of pregnancy

Cleeve 2016 Uganda 465 472 477 482 501% 1.00([0.98,1.01] n
Subtotal (95% CI) 472 482 50.1% 1.00 [0.98, 1.01]
Total events 465 477

Heterogeneity: Not applicable
Test for overall effect Z= 0.62 (P= 0.54)

Total (95% Cl) 1006 1015 100.0% 1.19[0.51, 2.75]
Total events 936 809

Heterogeneity: «*= 0.37; x*=508.89, df=1 (P< 0.00001); /7= 100% L 1 t 1

Test for overall effect Z= 0.40 (P= 0.63) 0.2 0.5 1 2 5

Test for subaroup differences: ¥*=86.22, df=1 (F= 0.00001),/*= 88.8% Favours physicians Favours non-physicians
Analysis (C) Acceptability “Overall satisfaction”ITT analysis

Non-physicians Physicians Risk Ratio Risk Ratio

Study or Subgroup Events Total Events Total Weight M-H, Random, 95% Cl M-H, Random, 95% CI

1.5.1 Medical termination of pregnancy

Olavarietta 2014 Mexico 433 434 448 450 938% 1.00[0.99,1.01]

Subtotal (95% CI) 434 450 93.8% 1.00 [0.99, 1.01]

Total events 433 448

Heterogeneity: Not applicable

Test for overall effect: Z= 0.55 (P =0.58)

1.5.2 Medical treatment for incomplete termination of pregnancy

Cleeve 2016 Uganda 449 472 455 482 6.2% 1.01[0.98, 1.04] r

Subtotal (95% CI) 472 482 6.2% 1.01 [0.98, 1.04] 1

Total events 449 455

Heterogeneity: Not applicable

Testfor overall effect Z= 0.51 (P = 0.61)

Total (95% CI) 906 932 100.0% 1.00 [1.00, 1.01]

Total events 282 903

Heterogeneity t*=0.00;, x*=055,df=1 (P=0.46),/=0% t + + 4

Testfor overall effect Z= 0.66 (P= 0.51) 0.2 05 1 2 5

Testfor subgroup differences: ¥*= 012, df=1 (P=0.72)./= 0% Favours physicians Favours non-physicians

Figure 2. Meta-analysis of acceptability.
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conclude that the provision of medical TOP and medical
treatment for incomplete miscarriage is as effective and safe
when provided by non-doctors as when provided by doc-
tors; however, these reviews were broader in scope and
evaluated non-doctor provision of medical TOP in addition
to surgical TOP. Our review is more comprehensive in its
focus on the provision of medical TOP and medical treat-
ment of incomplete miscarriage, including women’s accep-
tance of the provider and services, and more and newer
studies are included.

We defined the safety outcome as serious adverse events
and concluded that the included studies were not powered
to detect serious adverse events. Although all included
studies reported on safety, the definitions and distinctions
between serious adverse events, adverse events, and minor
common complications were not clear in several studies.
Although more events need to be reported to make a
robust statistical generalisation about the influence of pro-
vider type on the likelihood of serious adverse events, the
rarity of these events overall is very reassuring. Medical
TOP in the first trimester using mifepristone and miso-
prostol is well established as an effective and safe method
for TOP, and is feasible in different settings,13 with a num-
ber of previous studies reporting high rates of complete
TOP and very few serious adverse events.”” We also con-
clude that standardised approaches to defining and report-
ing serious adverse events in subsequent studies would
further strengthen our conclusions.

We found that women’s acceptance of treatment and
management of medical TOP or incomplete miscarriage is
probably equally high between those provided by doctors
versus non-doctors. Furthermore, women probably equally
prefer the same provider if they should need another TOP.
Few previous studies and no systematic reviews have exam-
ined women’s satisfaction with procedure and provider
when seeking treatment for TOP and incomplete miscar-
riage. If women find the available procedures and providers
acceptable, the likelihood that they will seek safe TOP pro-
viders when needed increases.®

We hypothesise that if we increase the numbers of facili-
ties where non-doctors are able to provide medical treat-
ment for TOP, this can increase access to safe TOP and
medical treatment of incomplete miscarriage. Provision by
non-doctor providers in a variety of facility-based settings
as part of routine care does not only increase access to
care, but also helps de-medicalise and normalise TOP ser-
vices, which reduces stigma and augments women’s care
seeking, thereby preventing any delay to treatment.

Conclusion

In this systematic review, we establish further support for
non-doctor provision of medical TOP and medical

Midlevel provision of TOP: a systematic review

treatment of incomplete miscarriage. The effectiveness of
treatment is probably similar regardless of whether it is
provided by a non-doctor provider or by a doctor (moder-
ate validity of the evidence). Moreover, women’s overall
acceptance of their provider is probably similar regardless
of allocation (very low to moderate validity of the evi-
dence). The effect on safety is uncertain as our outcome
measure, serious adverse event, is rare and the studies are
not powered to allow for a generalisation about the effect
treatment by the non-doctors versus doctors have on
safety. These findings are important for the successful
implementation of non-doctor provision of TOP care, and
stresses the necessity to scale-up such provision as soon as
possible to increase access to safe TOP care.
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